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Abstract Diffuse cavernous hemangioma of the rectum
(DCHR) is a relatively rare disease. A 40-year-old man
presented with long-standing lower abdominal discomfort
and hematuria. At the time of hospitalization, his vital signs
and hemoglobin level were normal. Colonoscopy showed
markedly dilated blood vessels in the sigmoid mucosa,
which was confirmed on magnetic resonance imaging and
computed tomography as cavernous hemangioma. Without
surgery, there have been no signs of progression of DCHR
during a 3-year follow-up period.
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Introduction
Diffuse cavernous hemangioma of the rectum (DCHR) is a
rare benign vascular tumor that is characterized by delayed
diagnosis.
We report a case of a 40-year-old man who was
admitted to our hospital due to long-standing lower
abdominal discomfort and hematuria. He had no history of
fever, abdominal pain, intermittent rectal bleeding, or
weight loss. He also had no notable medical history or
family history. His vital signs were normal and laboratory
testing revealed a normal complete blood count without
anemia.
Colonoscopy showed markedly dilated blood vessels in
the sigmoid mucosa (Fig. 1). Abdominal computed
tomography (CT) revealed mucosal wall thickening from
the sigmoid colon to the rectum, with hyperplasia of fatty
tissue around the rectum. Venodilation with associated
thrombosis in the dilated veins and multiple calcified foci
associated with phleboliths were also detected (Fig. 2).
Magnetic resonance imaging (MRI) also showed thickened
wall from the sigmoid colon to the rectum, with tortuous
and dilated vessels in the fatty tissue (Fig. 3). These find-
ings were consistent with DCHR, and we decided to
observe the patient. During a 3-year follow-up, there were
no signs of progression of DCHR.
Discussion
DCHR is a rare clinical condition, which mainly affects
young adults. Since the first case of rectal hemangioma
reported by Phillips in 1839, there have been only
approximately 350 cases reported worldwide [1]. Recurrent
painless rectal bleeding is the usual clinical symptom of
DCHR and more than half of these patients have some
degree of anemia [2]. However, DCHR may sometimes
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present as lower abdominal discomfort without the usual
symptoms and may be misdiagnosed as hemorrhoids, col-
itis, polyposis, or rectal varicosities due to portal hyper-
tension [1].
Although this disease presents with nonspecific symp-
toms, colonoscopy and abdominal CT and MRI can reveal
specific findings that can serve as diagnostic clues; these
typical and characteristic findings are irregularly thickened
rectal wall and multiple calcified foci of pelvic phleboliths.
In DCHR, biopsy is contraindicated because of the high
risk for bleeding; the findings on CT or MRI are usually
sufficient to make the diagnosis [2]. Multiple bluish sub-
mucosal varicosities and slight oozing are typical colono-
scopic findings in DCHR [3, 4]. The presence of all these
findings in this case confirmed the diagnosis.
Generally, complete surgical resection of DCHR is the
only treatment and most cases are operated to control rectal
bleeding [2]. Alternative therapies, such as sclerotherapy
and selective embolization, cannot control rectal bleeding
because DCHR originates from the dentate line and
involves all layers of the rectal wall and the rectal
mesentery. In previous reports, 33 of 43 DCHR cases
underwent surgery (Table 1) [1, 5–9]. However, surgical
resection of DCHR is complicated and can cause massive
intraoperative bleeding; in a few cases, intermittent post-
operative rectal bleeding was reported [1, 5]. In this case,
there were no severe manifestations, such as bleeding or
anemia, so we opted for observation without surgery.
Fortunately, there have been no signs of progression of
DCHR during a 3-year follow-up period and we were able
to preserve the colon without invasive treatment.
In conclusion, colonoscopy, abdominal CT and MRI are
useful to make a diagnosis of DCHR, and some case,
Fig. 1 Colonoscopy findings. There are abnormally dilated blood
vessels in the mucosa and submucosa of the sigmoid colon
Fig. 2 Computed tomography. The mucosal wall from the sigmoid
colon to the rectum is thickened and surrounded by fatty tissue
enhancement. Typical multiple calcified foci (arrows) are also seen
Fig. 3 Magnetic resonance imaging. T2-weighted imaging (a1 coronal plane, a2 sagittal plane) shows thickened wall of the sigmoid colon and
rectum and fatty tissue hyperplasia. Diffusion-weighted imaging (b coronal plane) show tortuous and dilated vessels in the fatty tissue
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especially those without a history of bleeding, could be
followed-up efficiently without excessive invasive
examinations.
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Table 1 Previous reports on
diffuse cavernous hemangioma
of the rectum
Number of patients Surgery Observation Other
Nawa et al. [5] 18 14 4 0
Wang et al. [1] 17 14 0 3
Leal et al. [6] 2 2 0 0
Kandpal et al. [7] 2 0 0 2
Tan et al. [8] 2 1 1 0
Hasegawa et al. [9] 2 2 0 0
43 33 5 5
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